ABSTRACT Religious organizations may be uniquely positioned to address HIV by offering prevention, treatment, or support services to affected populations, but models of effective congregation-based HIV programs in the literature are scarce. This systematic review distils lessons on successfully implementing congregation HIV efforts. Peer-reviewed articles on congregation-based HIV efforts were reviewed against criteria measuring the extent of collaboration, tailoring to the local context, and use of community-based participatory research (CBPR) methods. The effectiveness of congregations' efforts and their capacity to overcome barriers to addressing HIV is also assessed. We found that most congregational efforts focused primarily on HIV prevention, were developed in partnerships with outside organizations and tailored to target audiences, and used CBPR methods. A few more comprehensive programs also provided care and support to people with HIV and/or addressed substance use and mental health needs. We also found that congregational barriers such as HIV stigma and lack of understanding HIV's importance were overcome using various strategies including tailoring programs to be respectful of church doctrine and campaigns to inform clergy and congregations. However, efforts to confront stigma directly were rare, suggesting a need for further research.
INTRODUCTION
HIV is one of the leading causes of mortality and morbidity in the United States and demands increased attention. This is especially true in minority communities where black and Hispanic persons represent about 25% of the US population, but more than half of newly reported cases of HIV. 1 Because of religious organizations' access to institutional and social resources and their history of engagement in social issues, they are uniquely positioned to address HIV, particularly in minority communities. 2 Yet, congregation efforts to address HIV are not well understood since there has been little published research on the role that congregations can play in HIV/AIDS prevention, testing, treatment, and supportive care. [3] [4] [5] [6] In comparison, there is a vast and growing literature on congregation-based health programs in general. These include several recent review articles that Williams, Palar, and Derose are with the RAND Corporation, Santa Monica, CA, USA.
Correspondence: Malcolm V. Williams, RAND Corporation, Santa Monica, CA, USA. (E-mail: mwilliam@rand.org) summarize the lessons learned across various studies [7] [8] [9] that could be useful when considering congregation-based HIV programs. In the remainder of the introduction, we review lessons learned on implementing health programs in religious settings, highlighting the opportunities these interventions present for improving health, particularly among racial and ethnic minorities. We also review the challenges these programs present to planners.
Congregations and Health Programs
Recent reviews of the literature on congregation-based health programs (CBHP) [7] [8] [9] [10] suggest that faith-based organizations may be ideally suited for engaging in health promotion and disease prevention activities. There are 2 primary reasons for this. First, congregations are often places where healthy behaviors are encouraged and supported. They do so by providing access to social networks and social support; 7, 8 encouraging the development of coping strategies; 8 improving emotional health; 8 and in some cases, by proscribing healthy behaviors such as nutritious diets, and discouraging the use of alcohol or tobacco. As a result, congregations are likely to be places where health promotion messages are more readily accepted. Second, many congregations engage in health promotion because it fits their mission, they possess physical assets such as buildings that provide space for health-related activities, and they have access to regularly convening groups that are generally stable over time. 7 This access can provide a useful pool of potential volunteers and participants. Despite noted limitations in the availability of outcome data, 7, 9 CBHPs have successfully addressed a range of health conditions (e.g., cardiovascular health, mental health, cancer, high cholesterol, and HIV prevention) and health-supporting activities (e.g., diet, physical activity, cancer screening, and smoking cessation). 3, [7] [8] [9] Congregations often engage in activities that require minimal effort or that match the services they already provide such as posting health information on bulletin boards, 11 however, the most successful programs are those in which more comprehensive services (e.g., using lay volunteers to deliver health messages, providing culturally relevant self-help materials, and facilitating access to telephone counseling) are offered. 7 Nevertheless, there are also several potential barriers to implementing health programs and in particular those addressing HIV within religious settings. These include the presence of mistrust and a reciprocal lack of understanding of the values, norms, and customs between religious organizations and their partners in science, public health, or academia; 7, 8, 10 separating the interests of churches (which may include evangelism) and those of their partners (who may be government agencies); 7, 8 ethical concerns related to study design (e.g., those in which comparison churches do not receive an intervention), 7 or other factors such as asking churches to take on health issues like HIV that challenge their moral values; 8 and finally, competing church priorities may make it difficult to implement all aspects of the intervention. 7 Addressing the Health of Racial and Ethnic Minorities In spite of these challenges, religious organizations may be particularly well-suited to improving the health of minorities. Participation in religious organizations has been shown to be exceptionally strong among minorities, 12, 13 and as others have noted, a large proportion of the information on faith based-health promotion is based on activities in African American churches. 7, 9 Successful efforts by black churches have been noted in the areas of community medicine, primary care delivery, community mental health, health promotion and disease prevention, and health policy. 10 Involvement in health issues is likely due to the history of social engagement that many minority congregations share. 7, 8, 10, 11 Their work on this issue is crucial since these organizations serve populations that may be skeptical of government public health efforts and are often underserved by public health and health care services. 7, 8, 10, 11 Elements of Successful CBHPs There seems to be broad agreement that several factors are critical to the success of CBHPs, including relying on collaborative relationships with outside organizations, being sensitive to the specific cultural and spiritual context of the congregation in the development of such programs, and using CBPR methods to develop interventions. These lessons are described in more detail below.
Collaborations. Partnerships between congregations and outside organizations can increase the efficacy of CBHPs since they bring together positive elements of each sector. [7] [8] [9] 14 For example, congregations may draw on the public health sector's capacity to identify, prevent, or treat health problems. Religious organizations, on the other hand, offer the ability to motivate people to come together in a caring and supportive manner, 14 and in some cases are better equipped to address the concerns of hard-to-reach populations. 7, 8, 10 Developing collaborations also increases the capacity of CBHPs to evaluate programs and report results in the research literature thus increasing the likelihood that successful programs will be replicated. 7, 9 Tailored Programming. To be effective, interventions need to be tailored to the needs of the target population and the program setting. Incorporating program elements that take into account issues such as culture, age, and religious beliefs can make the intervention's messages more easily understood by congregation members and increase participation. 7, 14 Congregations can do this by matching materials to observable audience characteristics (e.g., translating materials for non-English speakers); and incorporating information about how a target population's cultural, social, psychological, environmental, and historical characteristics affect perceptions of health behaviors and potential to change (see Campbell et al. 7 for a review).
Use of CBPR Principles. CBPR has been defined as "a collaborative approach to research that equitably involves, for example, community members, organizational representatives, and researchers in all aspects of the research process." 15 CBPR stresses conducting "research with rather than on communities." 16 Applied to CBHPs, this implies building effective and equal partnerships with churches to elicit trust between participating organizations and provide mechanisms by which those affected by the issue can help shape the programs designed to address it. Campbell et al. 7 have suggested that using CBPR in congregation-based intervention development can help participating organizations better understand issues related to cultural values and spiritual sensitivity and identify the right approach to successfully initiating the intervention. CBPR methods can also be used in formative research to identify key cultural and social context of the organization so that appropriate tailoring can be achieved. 7, 17 Although Chatters et al. 8 do not specifically advocate for a CBPR approach to developing partnerships, they do emphasize that involving religious organizations as partners early in the planning process of an intervention can help ensure that new programs are feasible and have the support of church leadership.
In sum, reviews of CBHPs suggest that collaborations with external partners, tailored programming, and application of CBPR principles can enhance the success of congregation-based health efforts. Given that the depth and breadth of congregational HIV efforts are not clearly understood, we sought to address this gap by conducting a systematic review of congregation-based HIV efforts to summarize the scope, content, and effect of such programs and the extent to which they incorporate lessons learned from the development of CBHPs in general. By doing so, we aim to inform the development of sustainable and successful HIV programs in congregation-based settings.
METHODS
The key questions that this research sought to address were:
1. What are congregations in the United States doing to address HIV/AIDS? 2. How have these efforts been successful in addressing HIV/AIDS? 3. How do these programs compare on incorporating lessons learned on successfully implementing CBHPs? 4. What additional lessons can these programs offer for future planners of congregation-based HIV programs?
To address questions 1 and 2, we reviewed 11 studies identified through a systematic literature search using the terms described in Table 1 . Our search, conducted with the assistance of a research librarian, included the following databases: PubMed, Web of Science, PsychINFO, Social Science Abstracts, and Sociological Abstracts & Social Services Abstracts. Table 1 also shows the number of citations resulting from each database for a total of 1,616. After excluding duplicates, 1,163 unique citations were identified and used to create an initial list to review for inclusion eligibility based on titles and abstracts. Two co-authors reviewed this list independently to determine eligibility. Figure 1 shows the selection process for the remaining articles. First, we excluded any citation with an explicit focus outside the United States. Next, we deleted publications from the review if they were (1) not about HIV/AIDS, (2) not a research article published in an academic or professional journal, or (3) focused on individual spirituality and religiosity rather than on faith-based institutions and/or congregations. The remaining articles were selected for a more comprehensive review to identify those that included descriptions of congregation efforts to address HIV/ AIDS and the outcomes of these efforts rather than some other aspect of congregation involvement (e.g., a survey of pastor attitudes toward addressing HIV within religious settings). Those that included such descriptions were then formally reviewed to assess whether specific, identifiable activities to address HIV were described and whether enough detail about these activities were reported for us to draw conclusions about their effectiveness, the specific program elements that might contribute to their effectiveness, or any information on the barriers that were overcome to engage in the activities. As a result, 5 additional articles were eliminated because they (1) provided details on a program that was already included in the review; (2) described faith-based campaigns such as the Balm in Gilead's National Week of Prayer for the Healing of HIV/AIDS, 18 but did not identify specific churches or activities; or (3) reported qualitative or quantitative survey results of multiple congregations' efforts without sufficient detail on individual congregations' efforts. For example, Hicks et al. 19 conducted FIGURE 1. Exclusion process for reviewing citations.
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qualitative interviews with leaders in nine churches in Washington, DC that engaged in HIV efforts but did not report enough specific information about any one church program to be included in this review.
To address the third research question regarding how congregation-based HIV programs have incorporated lessons learned on successfully implementing CBHPs, we distilled the most common elements of these lessons into 3 basic criteria:
1. the use of collaborations with outside organizations to increase the efficacy of the program; 2. evidence of tailoring to target audiences in program development and implementation to make the message more easily understood by congregation members and increase participation among congregation members; and 3. the use of CBPR methods to develop interventions initiated by outside organizations to build trust between participating organizations and lead to more relevant and sustainable interventions and findings that are actionable.
Programs included in our review are classified first by whether or not they include partnerships with outside organizations, and then by the extent to which they incorporate tailoring to the local context. Partnerships can be further classified using a framework described by Lasater et al.
14 that uses 4 levels to measures the strength and content of partnerships between faith organizations and their outside partners:
▪ Level l: the religious organization is simply a convenient location or a venue to recruit and track participants for an externally sponsored intervention ▪ Level II: programs include the delivery of most or all of the intervention in the religious organization by extrinsic workers ▪ Level III: trained lay religious organization volunteers deliver a significant portion of the intervention ▪ Level IV: trained lay religious organization volunteers deliver a significant portion of the intervention and there are substantial religious or spiritual components in the intervention
We assigned a "Lasater Level" to each program based on these same criteria. All of the programs were further classified by whether they were developed using CBPR principals.
Lastly, to answer our final question regarding the additional lessons learned from these programs for future planners of CBHPs, we synthesized results of each program or initiative. This synthesis focuses not only on summarizing the major findings of each article, but also looks across programs to identify new conclusions about what elements help to ensure success and overcome barriers among CBHPs.
RESULTS
A total of 11 congregation-based HIV/AIDS programs were reviewed to assess the scope, content, and effectiveness of their efforts to address HIV/AIDS and their adherence to the lessons learned on successfully implementing CBHPs (Table 2 ). Ten involved churches of Protestant Christian denominations and 1 was a statewide initiative targeted to all faith communities that reported participation from faith leaders of Catholic, Jewish, and various Protestant congregations. Lasater level l indicates that the religious organization is simply a convenient location or a venue to recruit and track participants for an externally sponsored intervention; level II indicates that the programs include the delivery of most or all of the intervention in the religious organization by extrinsic workers; level III indicates that trained lay religious organization volunteers deliver a significant portion of the intervention; and level IV indicates trained lay religious organization volunteers deliver a significant portion of the intervention and there are substantial religious or spiritual components in the intervention
Focus of Congregation HIV Activities
The programs conducted by the congregations covered a range of activities. All of the programs offered prevention services, and these ranged from education about HIV to traditional harm reduction activities such as needle exchange. Prevention services were offered alone or as part of a comprehensive set of HIV services that included aspects of treatment, counseling, social support, and, in some cases, ancillary services for low-income and homeless persons ( Table 2) .
Target Populations Among the reviewed programs, 7 served primarily AfricanAmerican persons or churches; 1 of these programs also targeted Latino congregations. When a subgroup was targeted within a church, most often the focus was on adolescents, with 4 such programs doing so. Three other programs targeted the community more broadly; 2 focused on faith leaders to increase the number of churches involved in prevention activities within an entire region, while another focused on the social networks of volunteers recruited from various churches. Half of the programs focused specifically on people with HIV or at high risk of acquiring HIV because of behaviors such as substance abuse ( Table 2) .
Extent of Collaboration
Partnerships between congregations or faith leaders and other organizations were described in 10 of the 11 articles reviewed. The single program that did not identify partnerships was an AIDS ministry developed independently within a church. Outside partners were typically faith-based nonprofit organizations that often had a specific focus on addressing HIV/AIDS. Only 2 programs involved a local health department, while 3 involved partnerships with health researchers. Two programs involved the secular nonprofit community. Six of the 11 programs incorporated CBPR principles into their development (Table 2) . We were able to determine a Lasater level (I through IV) for the 10 programs that involved partnerships. All but one of the partnerships were ranked as Lasater level III (involving delivery of a significant portion of the intervention by trained lay religious organization volunteers) or IV (intervention includes significant religious or spiritual components; Table 2 ).
Reported Findings
Authors reported that congregation-based HIV programs decreased high-risk sex and drug behaviors, changed attitudes toward risk behaviors associated with HIV, increased compassion for persons with AIDS, successfully trained volunteers in delivering an HIV testing and prevention messages within their social network, increased knowledge and understanding of HIV/AIDS transmission, and generated safer sex negotiation skills and practices among adolescents. In addition, these programs reached numerous people and faith leaders with information about HIV and technical assistance around developing new programs (Table 2) .
Overcoming Barriers to Engaging in HIV/AIDS Activities Several barriers to implementing congregation-based efforts to address HIV/AIDS were reported, including stigma (e.g., negative attitudes toward HIV, homosexuality, and sex education), [20] [21] [22] [23] time and resource constraints, and apathy toward HIV-the belief that it is not relevant to one's own congregation. 22, 23 If the congregation is not comfortable with the health condition being addressed and the activities being undertaken, or is not fully engaged as a partner in the development of the program, and this can reduce its commitment to addressing the issue. 24 Program planners employed several strategies to overcome such obstacles. First, some used data and information about HIV in the congregations' geographic community or the community it serves to inform congregations (e.g., discussed the impact of HIV on African Americans). This strategy was designed to increase compassion for persons with or at high risk for HIV and to help motivate the church to take action. 25, 26 In fact, one project presented data to churches on a host of health concerns in the geographic communities surrounding the church, and among these conditions, HIV and youth sexual risk behaviors were subsequently selected by the congregations to be the primary focus of intervention efforts. 25 Engaging in partnerships 23, 24 and using CBPR methods to structure programs 23, 25, 26 were also cited as facilitators of new program development. Together, these methods create a platform on which the strengths of multiple organizations can be leveraged to create an effective program. Partnerships and CBPR also highlighted the specific concerns of targeted populations and congregations to design programs that are feasible in each context. 23, 25, 26 For example, MacMaster et al. 27 found that incorporating spirituality in their substance use treatment programs increased relevance for their African American target population and effectiveness.
Finally, some churches choose to address stigma head on. Koch and Beckley, 20 for example, concluded that a conservative theology does not necessarily have to be inconsistent with harm reduction and HIV prevention activities. They reviewed the activities of one church in a traditionally conservative denomination that has argued to its parishioners and church leadership that there is a religious imperative to create an AIDS ministry. By serving as the single conduit of AIDS services in that community, they allow other local churches of the denomination to participate (through donations of resources) without having to specifically engage in those activities they may feel less comfortable with (e.g., needle exchange and condom distribution). Leong's ethnography 21 of an AIDS ministry of one church in Los Angeles, CA, United States concluded that the church was able to comprehensively address HIV because its ideology is accepting of members who are homosexual, at risk, or HIV positive. This in turn reduced HIV stigma and allowed for more effective conversations about testing, HIV status, adherence to medication, and other risk behaviors.
DISCUSSION
The relatively low number of church-based HIV programs in the literature raises questions about the barriers churches face in implementing such programs. Primary among these may be stigma. 4, 28, 29 As Chin et al. 28 note, religious organizations often experience a tension between wanting to address HIV and struggling with their beliefs about the morality of homosexuality, drug use, and the disease itself.
Stigma, alone, however, does not always explain low participation in HIV programs among religious organizations. In fact, several recent surveys have noted that church leaders were much more willing to engage in some level of HIV programming than was previously believed, but were hampered by other barriers, including lack of pastor experience and knowledge of HIV programming, 4, 19 low awareness about the level of need within the church and the broader community among congregants, 4, 19, 28 resource constraints, 5, 6 and lack of strategic planning around HIV. 19 Francis and Liverpool's 3 review of 4 HIV prevention programs in African American churches found that they can be successfully adopted in religious settings and confirmed the importance of collaboration and being sensitive to the moral and religious tension raised by HIV/AIDS in some churches. Our review extends these findings to a broader range of race-ethnic groups and HIV activities including testing, treatment and counseling, social support; services to address predisposing characteristics such as poverty; and prevention services that included traditional harm reduction activities such as needle exchange.
Our review also found that planners of congregation-based HIV programs use a variety of strategies to overcome barriers to implementation. Some of these strategies seem to be drawn directly from the literature on promoting health more broadly in religious settings. For example, congregations will often work in collaboration with outside organizations such as public health agencies, non-profit community based organizations (both faith-based and secular), and researchers. Moreover, collaborations often rely on CBPR methods that emphasize equal partnerships. This not only allows the partners to draw on the unique resources, expertise, and experiences of one another, but it also ensures that program content is tailored to match the cultural and spiritual needs of the target population. Finally, it appears that sharing information on the level of need for HIV services within the community is a powerful motivator to action.
While we may have expected to see that congregation-based HIV programs, which have been implemented relatively recently, have benefited from the lessons of past CBHP efforts, we were somewhat surprised by the high number of programs that utilized trained lay religious organization volunteers and in some cases incorporated significant levels of religious or spiritual components into the intervention (Lasater levels III and IV). This surprise was due to the fact that Lasater et al. 14 previously had little success in identifying level III and IV models in real world examples of other types of congregational health efforts. Perhaps the sensitive nature of addressing HIV within religious congregations has increased the emphasis on ensuring that the needs, ideas, and concerns of the congregations are fully incorporated into the program. The increasing emphasis on CBPR approaches in developing public health programs also could have also contributed to this trend. 15, 16, 30, 31 Although we identified and reported on a larger number of successfully implemented congregation-based HIV programs than had been found previously, we still only found 11 programs in our systematic search. This low number of programs is likely due to 2 primary factors. First, while there are probably additional programs that exist, not all programs are evaluated or are developed in conjunction with researchers and thus are less likely to have results reported in the research literature. Second, there is a publication bias toward studies with statistically significant findings. [32] [33] [34] One implication of this is that we may have overestimated the ease with which congregation-based HIV programs can develop successful collaborations, engage CBPR principles in their programming, and tailor programs to their target populations.
A second important drawback to these findings is the lack of specific attention on how congregations can overcome HIV-related stigma. As noted earlier, attitudes about homosexuality, drug use, and discussing sexual behaviors in church are salient, but not the only barriers to developing new programs. However, they present such an important potential barrier to addressing HIV that the lack of information on how to confront these attitudes is a large gap in the literature.
Evidence from this review suggests that direct approaches such as focusing efforts within a single church of a denomination 20 or reframing theological views on homosexuality and other factors related to HIV risk 21 may reduce stigma, but it is not clear whether these strategies can be adopted on a wider scale in the religious community.
Despite these limitations, these findings provide critical information on the role that congregations can play in addressing HIV and the important lessons they have learned on overcoming the varied obstacles to doing so. Additional research is needed to understand effective ways to reduce HIV-related stigma within congregations, and how such efforts can be applied across diverse types of congregations.
